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Abstract
The quest for greater efficiency in health systems encourages governments to bring 
together two fields of practice that have largely developed in parallel in industrialized 
countries: public health and healthcare. Current healthcare reform in the province of 
Quebec formally integrates these two fields within a common governance structure. 
The objective of this paper is to discuss the issues arising from the integration of public 
health services into the planning and delivery of local healthcare services, and its poten-
tial effect on the overall performance of the healthcare system. The authors begin by 
describing the characteristics of these two sectors; then, they discuss current reforms in 
Quebec and the impact of various transitions (epidemiological, technological and organ-
izational) that bring the sectors into greater convergence. The paper concludes with a 
discussion of obstacles and potential opportunities at two levels: (a) the development of 
population-based planning of services within healthcare organizations, and (b) the artic-
ulation of public health and healthcare services concerns at the local level. The ongoing 
reform in Quebec is a unique opportunity to maximize outcomes from the resources 
invested in the healthcare system, based on a collective vision for improving health. 

This paper was originally published in French, in the journal Pratiques et organisa-
tion des soins 39(2): 113–24. 

Résumé
La recherche d’une plus grande efficience du système de santé incite les gouvernements 
à rapprocher deux domaines d’activités du secteur de la santé qui se sont largement 
développés en parallèle dans les pays industrialisés : la santé publique et le système de 
soins. La réforme en cours au Québec intègre plus formellement ces deux domaines 
de prestations au sein d’une même gouverne institutionnelle. L’objectif de cet article 
est de discuter des enjeux découlant de l’intégration formelle de la santé publique au 
niveau de la planification et de la prestation de soins locaux et de son potentiel pour 
la performance d’ensemble du système de santé. En premier lieu, nous présentons les 
caractéristiques de ces deux domaines de prestation du système de santé : la santé pub-
lique et le système de soins. Nous expliquons ensuite la réforme en cours au Québec 
et discutons des transitions épidémiologiques, technologiques et organisationnelles 
qui amènent une plus grande convergence entre ces deux domaines. Nous terminons 
par une discussion des obstacles et opportunités potentielles de cette réforme. Nous 
discutons de ces défis selon deux niveaux soit : (a) le développement d’une planifica-
tion populationnelle à l’intérieur d’organisation de prestation de soins et services et 
(b) l’articulation de préoccupations de santé publique et de système de soins à un 
niveau local. La réforme en cours au Québec est une occasion unique pour maximiser 
l’impact des ressources investies dans le système de soins selon une vision collective 
d’amélioration de la santé.

Article publié en français dans la revue Pratiques et organisation des soins 39(2): 
113–24. 
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HEALTH SYSTEMS IN INDUSTRIALIZED COUNTRIES ARE CURRENTLY  
undergoing significant transformations. These changes are largely due to the 
influence of demographic and epidemiological transitions associated with 

aging populations and a steady increase in the social and economic burden of chronic 
diseases. In addition, technological and pharmacological advances have increased the 
health system’s capacity for intervention. Governments are looking into ways to improve 
the organization and management of health services to augment the impact of collective 
resources invested in the health of the populations served. This examination has been 
accompanied by a re-evaluation of the performance of health systems and the imple-
mentation of reforms, the scope of which varies in each country. 

In the Canadian context, a number of committees have reviewed the state of pro-
vincial health systems (Romanow 2002; Kirby 2002; Clair 2000). Overall, a consensus 
is emerging concerning the lack of preventive action, problems of access to care (espe-
cially first contact), lack of coordination and ineffective use of healthcare providers. 
These working groups have suggested necessary changes or innovations, and provincial 
governments have launched a significant series of reforms. Quebec has not escaped this 
trend. Since its inception over 40 years ago, the public healthcare system has undergone 
a number of changes, influenced by successive waves of reforms (Lévesque et al. 2007b). 

A characteristic of these reforms is the gradual integration of public health 
resources, defined as a sector that includes collective health interventions, into health-
care, which, in contrast, is concerned with preventive, diagnostic, curative and reha-
bilitative interventions at the individual level. Although these reforms have been well 
received by various stakeholders, issues still remain regarding the true contribution of 
one sector to the activities of the other. Some studies have described the difficulties 
associated with the integration of services with somewhat contradictory objectives 
(Beaglehole and Bonita 1998). Moreover, previous efforts to integrate public health 
into the healthcare system, through the introduction of community health depart-
ments into hospitals, have had limited success in Quebec (Pineault et al. 1990).

The objective of this paper is to discuss issues arising from the formal integration 
of public health services into the planning and delivery of local healthcare services, and 
the potential effects on the overall performance of the health system. We first intro-
duce the two sectors: public health and healthcare. We then describe current reforms 
in Quebec and discuss the impact of various transitions (epidemiological, technologi-
cal and organizational) that bring these two sectors into greater convergence. We con-
clude with a discussion of the potential obstacles to, and opportunities of, reform at 
two levels: development of population-based planning within organizations involved 
in the delivery of healthcare, and expression of public health and healthcare services 
concerns at the local level. The ongoing reform in Quebec provides a unique opportu-
nity to maximize the impact of resources invested in the healthcare system, based on a 
collective vision for improving health.

Integrating Public Health into Local Healthcare Governance in Quebec
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Individual and Collective Services: Two Areas of Service 
Delivery in the Health Sector
The World Health Organization (WHO) has identified two areas of service deliv-
ery that enable health systems to meet the health needs of populations: personal 
services, which include preventive, diagnostic, therapeutic, rehabilitative and pallia-
tive care services consumed by the individual, and collective or non-personal services, 
which consist of health promotion and disease prevention activities targeted to groups 
within the population (Murray and Frenk 2000). According to this view, public health 
and healthcare delivery coexist within the health system, but functional interactions 
between these two sectors vary from country to country. Traditionally, public health 
interventions are seldom integrated into the healthcare system. In this section, we will 
define the public health and healthcare sectors and describe their key functions, the 
actors involved and their intervention goals and methods.

Public health: provision of collective services

Public health is defined as “the science and art of preventing disease, prolonging life 
and promoting health through the organized efforts of society” (Acheson 1998). Such 
collective efforts are not limited to specific services or programs. The current trend in 
Western countries is to adopt a comprehensive definition of public health and advo-
cate for “organized efforts of society” likely to have an impact on human health in the 
broadest sense (e.g., speed limits on roads, access to a minimum income) (Colin 2004).

In Quebec, collective action is carried out through a series of functions devolved 
from public health that cover a wide range of interventions. The province’s public 
health program includes such functions as (1) surveillance and analysis of the popu-
lation’s health and well-being status and its determinants; (2) health protection and 
the control of risks and diseases (infectious diseases, injuries and social problems); (3) 
prevention of diseases, injuries and social problems (suicide, violence, substance abuse); 
(4) promotion of health and well-being; (5) drafting of regulations, legislation and 
public policies that have an impact on health; (6) research and innovation, including 
production, dissemination and application of scientific knowledge; and (7) skills devel-
opment and maintenance (Ministère de la santé et des services sociaux 2003). 

A number of studies have demonstrated significant differences in life expec-
tancy among individuals within a population. The health of individuals is influ-
enced by many factors such as social position, level of education and occupation 
(Contandriopoulos 1999; Contandriopoulos et al. 2000; Evans 1999; Marmot et al. 
1997). Personal lifestyle habits, especially smoking and alcohol use, diet and physical 
activity also influence health and well-being (Klein-Geltink et al. 2006; Ohinmaa et 
al. 2006). For example, some studies estimate that in Canada, smoking is responsible 
for at least one-quarter of all deaths in adults aged 35 to 84 (PHAC 2005). There is 
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growing recognition that lifestyle habits are largely influenced by the socio-economic 
environments in which people live. 

Progress in understanding health determinants has led many researchers to devel-
op “population health” models that attempt to comprehend the interactions among 
these various determinants (Evans and Stoddart 1990; Glouberman and Minzberg 
2002). Health results from multiple determinants, none of which is an absolute deter-
minant. For example, unemployment can cause social isolation and poverty, which 
then affect an individual’s psychological health and capacity to adapt. Moreover, factors 
that influence the health of individuals are not necessarily the same as those influenc-
ing the health of the population, because health determinants act on both the individ-
ual and the collective levels. This notion is congruent with Rose’s (1985) observation 
that “the causes of individual cases are not the same as the causes of overall incidence.” 

Public health adopts a comprehensive perspective, focusing its actions on many 
health determinants to improve and maintain population health and well-being 
(Glouberman and Millar 2003; McKeown 1979; WHO 1986). While this perspective 
includes healthcare delivery in determinants of health, it is not restricted to this activ-
ity and has traditionally allocated it limited space. In this view, healthcare has a limited 
impact on population health compared to other determinants such as lifestyle habits.

Public health interventions are broad and involve prevention, promotion and pro-
tection. Disease prevention includes risk reduction and refers to interventions whose 
goal is to forestall an event or particular health condition. This approach targets indi-
viduals and groups that exhibit identifiable risk factors, focusing mainly on disease. 
Health promotion falls more within group dynamics, where the goal is the health and 
well-being of the population (Lévesque and Déry 2001). Health promotion interven-
tions not only target changes in individual characteristics; they are now also based on 
an ecological approach that combines organizational, community and political initia-
tives (Richard et al. 1999). 

Healthcare delivery: provision of individual services

Care provision involves a relationship between a person who has a health problem 
and various care providers. Resources are mobilized within this framework to modify 
or maintain the person’s state of health (Donabedian 1976). Various medical inves-
tigations and therapies are deployed to solve a given health problem. The health sys-
tem’s key functions are to restore a state of non-illness, prevent the deterioration of 
health status and preserve a person’s autonomy. Therefore, healthcare interventions 
are centred around maintaining health or restoring absence of disease, perceived here 
as any poor biological functioning that appears as quantitative disturbances of physi-
ological phenomena (Canguilhem 1966). To solve a health problem, the cause must 
be identified and eliminated, or its symptoms corrected with an appropriate medical 
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intervention. Most healthcare interventions are curative and target individuals, not 
populations. Intervention strategies are more often directed towards diagnosis, treat-
ment, rehabilitation or palliative care. Most interventions are performed in healthcare 
facilities. 

The healthcare sector is composed of resources (professional, institutional and 
others) structured to provide goods and services to the population, with a goal of 
improving health (Pineault and Lessard 1984). Its main concern is to meet the 
demands of individuals seeking care. It involves planning according to supply and 
demand: production varies based on demand, and demand is influenced by effective 
supply of services. Healthcare services are managed according to the logics of manage-
ment and administration (Pineault and Daveluy 1995). The organizational perspective 
is dominant. Historically, this planning of services has mainly targeted users. Thus, the 
needs of non-users have traditionally been inadequately considered, and population-
based planning has not been prominent.

Organization of Quebec’s healthcare system: Parallels and bridges

Public health and healthcare are often perceived as opposing rather than interrelated 
fields (Bergeron and Gagnon 2003). Over the last few decades, the context in which 
the two sectors operate has changed. Influenced by pressures from several fronts, they 
have converged to a greater degree (Figure 1). They are naturally growing closer, with 
each sector needing the expertise the other can provide to address complex health 
problems such as chronic diseases (Bergeron and Gaumer 2007). In the following sec-
tion, we discuss the various transitional factors that have allowed greater convergence 
between these two service delivery areas.

FIGURE 1. Convergence between public health and healthcare 
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Subsequent to several successive reforms in Quebec, public health was formally 
institutionalized at various hierarchical levels of the governance structure. Figure 2 
presents a brief history of how governance structures in Quebec have evolved.

FIGURE 2. Evolution of the health system’s governance structures in Quebec

���

�����

���

��

��

����

�����

�����
�������

����
�������

�������
������������

����
�������

����
�������

����
������
����
�������
��������������

���������������

�����

����������

��������

�����

���� ���� ���� ���� ����

MAS: Ministère des affaires sociales (Department of Social Affairs)
CRSSS: Conseil régional de santé et de services sociaux (Regional Health And Social Services Council)
DSC: Département de santé communautaire (Department of Community Health)
CH: Centre hospitalier (hospital centre)
MSSS: Ministère de la santé et des services sociaux (Ministry of Health and Social Services)
SP: Santé publique (public health)
RRSSS: Régie régionale de la santé et des services sociaux (Regional Health and Social Services Boards)
CLSC: Centre local de services communautaires (Local Community Services Centre)
CHSLD: Centre hospitalier de soins de longue durée (long-term care facility)
INSPQ : Institut national de santé publique du Québec
ASSS: Agence de santé et de services sociaux (health and social services agency)
CSSS: Centre de santé et des services sociaux (health and social services centre)

The first public health institutions appeared during the 1920s with the implemen-
tation of county health units (unités sanitaires de comté). Their principal activities 
were education for pregnant women, young mothers and school-aged children, infec-
tious disease control, sanitation and collection of demographic data (Bergeron and 
Gagnon 2003).

Then, following the recommendations of the Castonguay–Nepveu Commission, 
Quebec adopted the Health Insurance Act and undertook a broad restructuring opera-

Integrating Public Health into Local Healthcare Governance in Quebec
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tion. The Department of Social Affairs was created as a result of the changes carried 
out in the 1970s. Moreover, 12 regional health and social services councils (Conseils 
régionals de santé et de services sociaux, or CRSSS) were implemented and given an 
advisory mandate; hospital centres under separate administrative management were 
also implemented, and local community services centres were proposed to dispense 
both health and social services (Bergeron and Gagnon 2003). In 1974, 32 community 
health departments (Départements de santé communautaire, or DSC) were created. 
Their mission was to assume responsibility for public health in their designated ter-
ritories and to take action regarding preventive interventions in their host hospitals. 
DSC seemed to be a solution to the integration of public health functions within 
hospitals (Bergeron and Gagnon 2003). Given the central place accorded to hospitals 
in the system, their responsibilities and the size of the populations they served, these 
institutions seemed to be the best place to bring public health closer to curative servic-
es. However, the DSC did not meet this objective because the integration of curative 
and preventive services did not occur. On the contrary, the presence of public health 
departments in the hospitals took the responsibility for prevention away from the 
other professionals (Pineault 1984; Pineault et al. 1986).

In the 1990s, the health system was reorganized once again, with an Act Respecting 
Health Services and Social Services, enacted in 1991. In 1992, the Ministry of Health 
established a public health branch within its own department. In addition, the Quebec 
government set up regional health and social services boards (Régies régionales de la 
santé et des services sociaux, or RRSSS). Their mandate was to coordinate service 
delivery in their regions and to allocate resources to institutions and community orga-
nizations in their territories. The provincial government also delegated to RRSSS the 
task of managing regional public health programs and creating public health depart-
ments (Bergeron and Gagnon 2003). During this period, the government undertook 
a vast operation to merge institutions, reducing the number of public establishments 
from 1,000 to about 500 (Turgeon et al. 2003). 

At the end of the 1990s, in addition to having separate provincial and regional 
public health departments, a provincial public health institute (Institut national de 
santé publique du Québec, or INSPQ) was created. The Quebec government aimed 
to consolidate and develop public health expertise and especially to make this exper-
tise, which was concentrated in regions where universities are located, accessible to all 
regions of the province (Bernier 2006). 

In 2003, the Quebec government once again undertook a major reorganization of 
its health network. Regional boards were renamed health and social services agencies 
(Agences de santé et de services sociaux, or ASSS), and their mandate was redefined 
to support the development of local services networks on a geographic basis while 
continuing to allocate funds to establishments in their regions. Moreover, the Quebec 
government added a local level to the formal integration of public health into deci-
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sion-making structures. Although local community service centres (Centres locaux de 
services communautaires, or CLSCs) were partly responsible for providing the bulk 
of direct services to the population on a local level (Lévesque and Bergeron 2003b), 
the new reform added a further responsibility to develop local public health plans. In 
Quebec, the recent reorganization has introduced the mandate of population-based 
responsibility to a new health organization, the Centre de santé et des services sociaux 
(CSSS), created as a result of merging long-term care facilities, CLSCs and, in most 
cases, a hospital centre (Gouvernement du Québec 2003). The objective was to con-
fer to the 95 CSSSs the responsibility of developing services adapted to the needs of 
a geographically defined population. CSSSs are responsible for creating and piloting 
local intersectoral collaborations, with a view towards acting on health determinants 
and improving service delivery to the population. Moreover, a local officer in charge of 
public health is appointed in each CSSS. By introducing these local institutions, the 
Quebec government has formally integrated public health into local governance struc-
tures (Bergeron and Gaumer 2007). Assignment of a dual responsibility (delivery of 
care and services, and public health) to CSSSs requires broadening service provision 
by adopting a population-based plan and integrating public health into its activities. 

Attempts have been made on an international level to articulate public health and 
healthcare issues in a more formal manner within a single governance structure. For 
instance, several countries have drawn inspiration from Kaiser Permanente’s clinical 
model, cited as a successful innovative model that integrates clinical prevention into 
the production of high-quality care at the best cost (Feachem et al. 2002; Ham et al. 
2003). Another example is the Veterans Health Administration, the largest integrated 
public healthcare system in the United States (Kizer et al. 2000; Perlin et al. 2005). 
Its new organizational model is centred around patients, and is coordinated according 
to different levels of care within delimited geographical areas (Kizer et al. 2000). The 
VHA is interesting because it is an example of a shift from a system governed by a 
hospital-centred model to non-institutional care. The Finnish healthcare and services 
organizational model comes closest to a community care model (Lamarche et al. 
2003). In that country, municipalities are responsible for the provision of healthca-
re services to the population (Ministry of Social Affairs and Health Finland 2004). 
These examples illustrate models that have succeeded in integrating both perspectives 
to varying degrees.

Towards Greater Convergence between Public Health and 
Healthcare Services
In several countries, public health and healthcare have evolved in parallel, with little 
interaction (Lévesque et al. 2003b). Influenced by pressures from several sources, in 
Quebec these two sectors tend to be closer despite often divergent perspectives. In this 
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section, we discuss three transitions that seem to influence this convergence: the epi-
demiological transition, the technological transition and the organizational transition. 
We also examine the challenges to integrating public health and healthcare services.

Epidemiological transition

In industrialized countries, the profile of major causes of disease and death has 
changed significantly over the past few decades (McMichael and Beaglehole 2000). 
Chronic diseases are now the principal cause of morbidity and mortality worldwide 
(WHO 2005); as such, they have become priority issues for healthcare systems. 
Almost 40% of adults in industrialized countries are at risk for reported chronic 
health conditions such as diabetes, hypercholesterolemia, hypertension, respiratory 
disease, heart disease or circulatory pathology (Broemeling et al. 2005; Starfield et al. 
2003). Thus, these conditions have become priority issues for healthcare systems in 
many countries, as they represent a significant societal burden and are largely prevent-
able (McMichael and Beaglehole 2000; Birmingham et al. 1999; Katzmarzyk et al. 
2000). 

An epidemiological transition changes the nature of health problems that public 
health and healthcare sectors have to address. First, for people living with chronic 
diseases, health promotion also includes services that help them live better with their 
disease. Moreover, prevention is increasingly carried out through clinical screening 
programs. Prevention and treatment of health problems are no longer the sole prero-
gatives of a specific sector. Screening and health promotion in clinical settings, through 
promotion of self-care, are conducted on an individual basis and work towards treat-
ment as well as health promotion among people with chronic diseases.

Technological transition

Technological and scientific advances are making rapid headway. An increase in diag-
nostic capacities, ongoing development of investigative technologies (e.g., radiogra-
phy), pharmacotherapy (e.g., antibiotics) and biochemistry (e.g., anaesthesia) allow 
for effective treatment of an ever-growing number of diseases; they also enable more 
and longer interventions for each individual (Contandriopoulos 2003). These include 
increasingly sophisticated techniques for resuscitation, organ transplantation and med-
ically assisted reproduction, and developments in medical imaging (Champagne et al. 
2004). Moreover, recent advances in technology are making it possible to focus more 
on disease screening and prevention. Examples of these advances include hypertension 
treatments that lower the incidence of stroke, Pap smears that reduce cervical cancers 
and polyp removal during colonoscopy (Sicard 2004). 

Among recent technological developments, it is clear that the mapping of the 
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human genome and advances in gene therapy will have an impact not only on public 
health practice but also on curative medicine and health services management. Indeed, 
identification of susceptibility genes will improve the targeting of public health inter-
ventions. The resulting screening activities will affect costs and raise ethical issues 
(Collins 1999).

Organizational transition

The higher prevalence of chronic diseases and the complexity of patients’ needs 
require a variety of health services as well as concerted action by health professionals 
and other stakeholders. These clienteles require regular and more intensive contacts 
with various providers and interventions that are better coordinated. They need better 
integrated care and continuity among different service delivery sites. Services organiza-
tion is complex and covers a broad spectrum of intervention that ranges from preven-
tive services to treatment, and from follow-up to convalescence. Change in patient 
management logically leads to network-based organization, and new organizational 
models add complexity to healthcare processes.

High-performance health systems are those in which information concerning 
prevalent health problems is available and utilized, where preventive interventions are 
planned across the continuum of care delivery and where care provision is a source of 
health promotion. Increasingly, healthcare interventions must be planned according to 
their impacts on targeted populations. The era is past when all that was required was 
to offer the best treatment available on an individual basis. Public health methods and 
expertise are needed for such population-based planning.

Challenges and issues

Although recent reforms have facilitated greater convergence between public health 
and healthcare in Quebec, these two sectors are driven by relatively distinct visions 
that are even contradictory in some areas. For instance, when it comes to interven-
tions, public health is interested in the population as a whole, whereas healthcare tar-
gets individuals. Moreover, the interventions’ temporal scales are different. The results 
of environmental interventions may not become apparent for years; on the contrary, if 
the intention is immediate reduction of pain or anxiety caused by disease, results are 
easy to observe in the short term and the causal relationships are more direct. Table 1 
presents a summary of the various tensions between these two areas of service delivery. 

Such tensions create significant challenges regarding the formal integration of 
public health into local governance structures. We will discuss these challenges on two 
levels: (a) the development of population-based planning within organizations that 
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deliver healthcare services and (b) the expression of public health and healthcare con-
cerns at the local level.
TABLE 1. Tensions between public health and healthcare 

Public health Delivery Healthcare system

Population in the territory that uses or 
does not use the services

Target Individuals who use the services

Improve the health of the population of 
the territory, over the medium and long 
terms

Objectives Improve the health of individuals who use 
care, at the time they need it

Focus on prevention, promotion and 
protection

Services offered Focus on diagnostic and curative services 

Public health professionals and various 
intersectoral stakeholders 

Stakeholders  concerned Healthcare professionals and 
administrators 

Forward-looking, anticipates problems Temporality Corrects the past, reacts to problems

Numerator/denominator relationships, 
population-based effectiveness 

Types of effectiveness Interested in the numerator, clinical 
effectiveness and use

 
Source: Agence de santé et de services sociaux de Montréal, 2004 (as adapted by Derose and Petitti 2003; Garr et al.1993).

POPULATION-BASED PLANNING WITHIN ORGANIZATIONS THAT DELIVER 

HEALTHCARE SERVICES

The assignment of geographically defined population responsibility to Health and 
Social Services Centres (CSSSs) undoubtedly poses new challenges. We will look at 
three issues that complicate population-based planning within healthcare and services 
delivery organizations: changes in the planning process from individual-level to com-
munity-level planning; service planning based on foreseeable needs; and critical-mass 
planning. 

One of the first issues is to change the planning process from one based on deliv-
ery of individual services to one geared towards community-based planning. This new 
mandate introduces the notion of territory into the planning process. Planning must 
not only respond to the needs of service users but also consider the needs of individu-
als or groups who, for a variety of reasons, do not currently consult healthcare provid-
ers to meet their needs. This view differs from traditional management of organiza-
tions, which is based on response to service demands. Such an exercise in planning is 
more complex in urban areas, where an organization’s catchment area may not corre-
spond to geographical territories and where individuals living in different neighbour-
hoods sometimes use services located far from where they reside.

According to Pineault and Daveluy (1995), applying a purely population-based 
perspective to planning is naïve and ineffective because it does not take into con-
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sideration organizational reality, that is, the existing complement of resources, their 
organization and accompanying constraints. The most appropriate model is a compro-
mise between a population-based and an organizational planning process (based on 
users and resources). The challenge is to build on available resources in the territory 
to increase the impact on population health. Therefore, within the context of such 
reform, administrators are compelled to think not only about clinical effectiveness 
linked to service utilization, but also and especially about population-based effective-
ness, because administrators have to know whether the resources that have been mobi-
lized are producing the expected outcomes within the community. 

Apart from discussions regarding the resources invested in these respective fields 
of delivery, almost all of the budget should be invested based on a collective vision for 
health improvement. Resources should be geared towards achieving greater popula-
tion-based effectiveness through healthcare. Indeed, by promoting a population-based 
approach, public health encourages the healthcare sector to strive for such effective-
ness. In this regard, the healthcare sector constitutes a powerful medium for preven-
tion efforts because of the significant percentage of individuals who use services dur-
ing a year (close to 75%), especially primary care services, and because the situations 
of these clients (and their loved ones) often make them particularly sensitive to pre-
vention efforts, including counselling. Clinical prevention is an example of a growing, 
population-based, effective response to non-expressed needs.

Second, the current health system was designed to address acute problems in a 
timely fashion. However, an epidemiological transition – change in the epidemiologi-
cal profile to a greater prevalence of chronic diseases – has a significant impact on the 
nature of health problems faced by the healthcare sector. Chronic diseases evolve in a 
more predictable fashion than do acute diseases; at the same time, their evolution can 
be altered by prevention efforts whose objectives are to maintain autonomy and qual-
ity of life while respecting human dignity (e.g., palliative care). This approach ensures 
that services are planned in a more predictable and sequential manner. For instance, 
having 4,000 diabetics within a territory enables an organization to plan 4,000 consul-
tations in ophthalmology for the upcoming year.

Finally, integrating public health into CSSSs can change the logic of services plan-
ning at the local level. But are CSSSs the right vehicles for integration? CSSS have 
close relationships with at most 30% of the population that uses such services as con-
sultations, hospitalizations or services in CLSCs (Lévesque et al. 2007b). As a result, 
on an annual basis, CSSSs fail to reach several clienteles that receive most of their serv-
ices in privately run clinics. If local services networks1 are not implemented, CSSSs will 
have difficulty reaching the population. CSSSs also face several challenges in developing 
partnerships with service providers in their territories. A promising avenue is to develop 
business relationships with primary care medical organizations within a territory, an 
approach that would facilitate managing the territory’s population. Indeed, almost 65% 
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of the population obtain health services mostly from private physicians’ offices.2 
In summary, the integration of population-based planning into healthcare and 

services delivery can represent a major challenge. There is still a risk of confronta-
tion between public health and healthcare logistics. Mediating between response to 
the needs of individuals who arrive at organizations and complementary identifica-
tion of non-expressed needs can be difficult in a context where resources are limited. 
Nonetheless, these various issues can be surmounted and should be taken into account 
to ensure the success of this reform of public health and health services organization.

ARTICULATION OF PUBLIC HEALTH AND HEALTHCARE SERVICES CONCERNS AT THE 

LOCAL LEVEL

Integrating key public health concerns with issues related to care and services delivery 
is not necessarily obvious or natural. We will look at the difficulties in terms of two 
fundamental differences: the limits of each sector and their respective targets. 

Although the current context fosters convergence between the two services deliv-
ery areas regarding preventive clinical practices, screening and selection of interven-
tions based on the needs of the population, some public health interventions remain 
outside the healthcare domain. Public health is interested in much broader and more 
diversified areas that are not covered under healthcare, such as the environment, pub-
lic infrastructures and occupational safety. Public health may therefore receive short 
shrift in an organizational structure where healthcare delivery is the central concern. 
So is it appropriate to integrate public health into organizations that provide health-
care services? We might have reservations about such an approach, because many 
public health initiatives are macroscopic in nature and the local level has relatively lit-
tle control and leverage to act. 

Local integration contrasts with a much more comprehensive view of the scope of 
public health intervention to influence population health. In this context, one public 
health issue is to better define the limits of its interventions within the health system. 
Healthcare delivery is an excellent venue – complementing more traditional intervention 
methods – in which to conduct public health interventions. For example, Montreal’s 
public health department implemented health education centres in various CSSSs in 
the region. These CSSSs sought to improve three lifestyle habits that have an impact on 
chronic diseases – smoking, exercise and diet. This strategy supplemented and support-
ed preventive clinical practices in private and public medical clinics in their territories. 

Second, the main targets of both sectors often pull in opposite directions, creating 
conflicts that are difficult to overcome. The rationale behind clinicians’ and organiza-
tions’ search for solutions is to maximize individual services by advocating for their 
patients to obtain the best possible interventions. However, the rationale guiding pub-
lic health is to maximize health for the population as a whole. This population-based 
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perspective affects large groups of individuals; its goal is to ensure mediation on a pop-
ulation scale. These differences could be difficult to reconcile in the context of health-
care delivery at the local level. This paradox will always exist; it reflects the realities of 
services delivery and could reduce the reach of public health interventions carried out 
by the healthcare sector.

Moreover, both these domains of intervention should be articulated on a local 
level. Beyond one-off interventions with individuals who consult healthcare providers, 
interventions with groups and with healthcare organizational methods can enhance 
the impact of services on the health of the population. Diabetes is a good example of 
the links between individual- and population-based approaches. Interventions at dif-
ferent levels across the health continuum can be implemented, for instance to avoid 
complications among diabetics using a health management model, to prevent diabetes 
among people at risk through screening and counselling interventions, and to promote 
healthy lifestyle habits in the population through educational and environmental strat-
egies. CSSSs are increasingly confronted with a need to implement strategies to pro-
vide healthcare to their patients while developing strategies to prevent complications 
and act before symptoms appear. Interventions at different points on the health con-
tinuum enable the convergence between the public health and the healthcare sectors. 

FIGURE 3. Different levels of the health continuum enabling action on diabetes
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Conclusion

The quest for greater efficiency in health systems encourages governments to merge 
and integrate various activities that are likely to improve population health. The 
reform currently underway in Quebec presents a unique opportunity for the public 
health and healthcare sectors to develop more concerted and convergent activities. It 
has the potential to transform health services by developing services that are better 
adapted to the needs of the population. This strategy calls for management based on 
medium- and long-term visions, through building on interventions that will poten-
tially have greater impacts on the population as a whole. Moreover, to be truly effec-
tive, such convergence must target public organizations as well as the private network, 
and especially primary care services, to create local services networks. It is important 
to direct actions not only at the organizational level but also towards the training of 
professionals. It would be relevant to integrate a range of possible strategies to improve 
population health in professional training. In our opinion, the success of reform 
depends on acknowledging the issues and challenges inherent in the juxtaposition 
of sectors that have not easily cohabited in the past. A good understanding of these 
issues is therefore vital.
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NOTES

1.  A local integrated services network is defined as providing varied and continu-
ous services and support, treatment and rehabilitation, mostly accessible in the 
community and by local territory. Services are provided by a group of organiza-
tions that coordinate their efforts from a functional as well as clinical perspec-
tive.

2.  Database of the project Accessibility and Continuity of Care: A Study of 
Primary Care Services in Québec (Pineault et al. 2008).
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